MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH :'63-013‘786

DEPARTMENT OF PUBLIC HEALTH AND “ELFM“3_1&_F 1003 10 AT RIS NUMBER
DO NOT WRITE AMENDED Registration Dishrict No. 3 rimary Registration Digtrict No. 2 M Y7 gegistrar's No. : ;; 5 U

ON THIS STUB

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

a, COUNTY Miﬂﬂouri ) a STATEIllinOiB b, COUNTY Sto Clair admission}
b. CITY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b ¢. CITY inside Limits

TOWN St. louis 15 days TOWN E!. st, St. Ioul “Yes [ No [J

3 L%EPI:J‘I’?QTEO%‘F {If NOT in hospital, give location) Inside Limits d. :I;RD%EELS {If cutside, give location) Reside on Farm
INSTITUTION Eg' Iouis Little Rock Yes F No 3 | veo meO

Inc. #5 D. Griffin Homas

. NAME OF DECEASED First Middle Last 4. DSTE Month Day Year
F

(Type or print)
lawrence Henry Sanders DEATH, March 20
5. SEX 5. COLOR OR RACE 7. Marriedm Never Married [J |8 DATE OF BIRTH 9. AGE {lest birthday) | IF UNDER 1 YEAR |IF UNDER 24 HR

Male White Widowed [ Divorced ] 1=10- 1899 &4 Months | Days Hours Min.

10a. USUAL OCCUPATION ({Give kind of work dons | t0b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY

dunngmo t of ﬁorkm lfﬂ, aven if retired) .

132. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE nee

Willdam Henry Sanders Inlu Mae Mathis Rdna Sanders Iandreth

15. WAS DECEASED EVER IN U.S. _ARMED FORCE 14 SOUC1IAL SFCIIRITY NO. 17. INFORMANT
(Yes, no, or unknown)[ (if yes, give war or dates 74 SD Gmn Homes
_m—l_n?n.e. I Mrs, na_!ha_Sanda:s_E;St.Iauiaﬁ,mi__
18. CAUSE OF DEATH (Enter only one cause ———— - INTERVAL BETWEEN
PART |. DEATH.WAS CAUSED BY: - QONSET AND DEATH
IMMEDIATE CAUSE {a) C&/‘W UA‘—&"""‘ 3 «pr0 I
Candirions, if any,i -~ DUETO [b) é(f\/ W A
which gave riss fo B
above couse (s}, to ;M\-d £
g e W Ww-o,
* lying cause last. DUE TO (c) —

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEM’H but not related to the rarmiﬁal PART |11 |f deceasad was female was
disease condition given-in PART | {4} there 8 pregnancy in laat 90 days.

. ) 21}‘/* 7 I_DYnl[jNo |DUnlmown

19. 'WAS AUTOPSY | 20s. ACCIDENT SUICIDE HOMDKZIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART Il of item 18.)

PERFORME ] O .
YESC] N 3

20c. TIME'OF _ Houi Month, Day, Year

INJURY a.m.
p-m.

ZOd.. INJURY QCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK farm, factary, street, office bldg., etc.)
NOT WHILE AT WORK [] : '

21. | attended the deceased Fruuarm__m&__ls_ﬁ__ a_mmwl_lmwl last saw MH\N eu_Mar_Qh_ZQx_lg_@_.._

m on the date stated above, and to tha best of my knowlndge, from the causes nfa‘led

L Faw )
(D.gne or title) _ - | 22b. ADDRESS }yl,o f W 22¢, DATE 7;I:§D

1755 South Grand Blvd. 7>
?a. BURIAL, CREMA:”ON, 23b. DATE OF CEMETERY OR CR RY 'ﬁ county) {State)
REBMEOEV?L]:SE? il 3.23=63 : \%%w-y—, 6@0 / AL (s — et
24. FUNERAL DIRECTOR

. ADDRESS 25, DATE RECD. BY LOCAL REG. . SIG TlgRE
{urrus Funeral Home,East. St. Iouis MAR 21 1963 | A M LD

V5 300
Rev. 4/59

DATE AMENDED

DOCUMENT
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MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

ITEM NO.

BY AFFIDAVIT OF




I hereby certify that the body WM is reoorded on the reverse side of this certificate was embalmed by me,
or by .Student Embalmer No.. :

working under my personal superyi (Oj ‘ - '
/ﬁ | P
) | et

Student

Signature oijSfuda‘nl Embalmer

Licensed Embaimer No.

P ©. Address

S T A

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Faiture to- comply
with the above constatufes"grounds “for revocation of license). .

If embalmed by a STUDENT, he alsc shall sign in his OWN handwnhng

If this body is not embalmed, fact should be so stated above.

4




